solitary thyroid swellings. This method has also been used to demonstrate an extra-thyroid lesion. A satisfactory way of opacifying deep cervical nodes is described.
Once the decision to proceed is made, the skin incision is extended into the midline as far as the xiphoid. The skin is separated from the lower sternum by blunt dissection. The sternal attachments of the diaphragm are separated using straight Mayo scissors and the first two fingers of the left hand may then be introduced into the anterior mediastinum, the contents of which are thus protected as the sternum itself is split with a straight bone cutter (Fig 1) . During this part of the procedure, care must be taken not to enter the pericardium. The sternum may then, if necessary, be split as far as the manubrium sterni (Fig 2) . Neither pleura is encountered if the incision is kept strictly in the midline. The two edges of the split sternum are then separated using a suitable self-retaining retractor.
At the end of the procedure the abdomen is closed routinely as far as the xiphoid. We use a one-layer closure of I nylon. The sternum approximates itself and no closure of the sternum is required.
This simple extension of a standard incision facilitates a good exposure of the cardia with the following advantages:
(1) No decision to perform a subcutaneous midline sternotomy is required until the abdomen has been opened. To date we have used this incision in 20 cases without complication.
